xx  MISSOURI DIVISION OF HEALTH —~ STANDARD CERTIFICATE OF DEATH

L, DEPARTMENT OF PUBLIC HMEALTH AMD WE Q?E
Registration District No. ___ =220 ___________Primary Registration District No.

0O NOT WRITE
ONM THIS STUR

AMENDED

V5 300
Rev. 4/59

10§70

I63-048523

STATE i

LE NUMBER

f 24

oo

PLACE OF D
a. COUNTY

LA L)

Johnsop

2, USUAL RESIDENCE (Whera deceased lived.

. STAT . - b. N
> S ssouri ™ ““"Mafayette

-If institution: Residence before

admission)

b. CITY (If outside corporate limits, give TOWNSHIP anly]
QR

oWN Holden

Langth of stay in |b

1 ek

c. CITY
OR
TOWN

Cdessa

Inside Limits

Yaaﬁ No O

c. FULL NAME OF (If NOT in haospital, give locatign)

HOSPTAL OR

Inside Limits

d. STREET
ADDRESS

(f cutride, give lacation)

Reside on Farm

Yesjd NeDd 518 So. 2nd St.

Middle 4.

W. Lewis

Yes [ No X

DATE AMENDED

INSTITUTION. Moreland Hosp.

3. NAME OF DECEASED
{Type or print)

First

Charles

5. SEX 4. COLOR OR RACE

Male White
10a. USUAL OCCUPATION (Give kind of work done
durin mon nf working life, even if retired)

utcher
13a. FATHER'S NAME

Jgsegh W, lewis
15. WAS DECEASED EVER IN U.S. ARMED FORCES?

{Yes, no, or unknown) | {If yes, giva war or dates of servi
no

18. CAUSE OF DEATH (Enter only one cause per line
PART |. DEATH WAS CAUSED BY:

DATE Month Your

1963

IF UNDER 24 HR
Hours Min.

Day

OF
veaTH December 8

7. Married [ Mever Married [0 |8. DATE OF BIRTH | ¥ AGE [lear birthday) | IF UNDER 1 YEAR
Widowad [ Divorced [T /26/1901 62 Months Days

T0b. KIND OF BUSINESS OR INDUSTRY[ 1}. BIRTHPLACE {Criy and state or country)

Retail

13 MOTHER'S MAIDEN NAME

12. Ci

U.5

[ ]
14. NAME OF HUSBAND OR WIFE
Lewis

ZEN OF WHAT COUNTRY

Sarah‘fngr-'f‘f’ Hazel
14, SOCIAL SEC |ﬁ°ﬂ'o‘. 17. INFORMANT Address

I[ 2 .
fat bhh odal
- - o A= o

INTERVAL RETWEEN
ONSET AND DEATH

mmEDIATE cause o) __Cardio- respiratory failure

DOCUMENT

Conditions, if any, DUE TO (b} 24 days
which gave riis to

shove cayse (a).

Portal Cirrhosis
stating the under-

Iying <ouse last. DUE TO {x) Alcholiam

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but net relaed 1o the rerminal
disease condilion given in PART 1 (a}

years

PART 11l If decasied was  femals was
thera a pregnancy in last 90 days.

[D Yos I O Ne [ O Unknown
206. DESCRIBE HOW 1NJURY OCCURRED. [Enter nelure of injury in PAR_T‘—_I"B'[;?ART 1l of item 18.)

19. WAS AUTOPSY
PERFQRMED?
YES (] NOXL

20c. TIME OF
INJURY

20a. ACCIDENT  SUICIDE  HMOMICIDE
] O ]

Houl Monih, Day, Year ]

a.m.
p.m.
20d. INJURY CCCURRED
WHILE AT WORK [J
NOQT WHILE AT WORK (J

. 11 30 f 3 _ _8_63
21. | anended the deceased fro i b . 1o. 12 8 63 2 12 8 6

9-05 Jr—m on the date stated above, and to the best of my knowledge, from the causes stated.
/-\ f 22¢. DATE SIGNED

Oegree ar titl < -
l j/@- 204 So. 2nd, Odessa, Mo. //j/ﬁJ

ME OF CEMETERY OR CREMATORY 23d. LOCANON [City, tawn, or county) TE O (Spate)

Blue Springs, Cemetery Blue Springs Missquri

25. DATE RECD. BY LOCAL REG. | 26. RET ?_:RS SIGNATURE [ i

Webb Funeral Heme, Blue Springs, Mo. J~—A—-6 3

[Licensed Embalmer’s Statement on Reverse Side}

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

0e. PLACE OF INJURY (¢.9., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY

farm, factory, streel, off::a bidg., etc.)

and last saw |, alive on

Death occyrred ot

s

225. SIGNATURE 22b. ADDRESS

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

23a. BURIAL, CREM,
REMOVAL (5p,

BY AFFIDAVIT OF

ITEM NQ.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signed ///»%"N f }Aﬂ—t/

Signature of Student Embalmer
Llcensed Embalmer No. 9/ 7 ‘3 3

* Tl "~ .7 po. Address% )71;\

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to comply
with the above consmutes grounds for revocation of license), .
* | embalmed- byta STUDENT, he also shall sign in his OWN handwriting. ) .
If this body is not embalmed, fact should be so stated above.

PPN . A




